Title 42 – Clinical Research Support

Request for Supplemental Pay

Supplemental Pay Information:

	Employee Name: Employee Name
	Department/Section: Dept/Sect
	Unit/Manager: Unit/Mgr

	Current Position Title and Series: 

Position Title and Series
	Current Cluster and Pay Band:

 Cluster/Pay Band
	Current Base Salary: 

$     

	Proposed Amount of Supplemental Pay: $     

	Basis for the Proposed Payment:

	 FORMCHECKBOX 
 Recruitment/
Retention
	 FORMCHECKBOX 
 Referral Bonus
	 FORMCHECKBOX 
 Achievement/
Accomplishment Award
	 FORMCHECKBOX 
 Temporary Role 
	 FORMCHECKBOX 
 Other 

      specify


Supplemental Pay Justification:

	Provide a justification for the use of the Supplemental Pay Authority and proposed amount:

Justification


Certification:

	 FORMCHECKBOX 
 I certify that this action supports CC goals of fair and equitable compensation of employees. 
	

	 FORMCHECKBOX 
 I certify that funds are available within the salary budget for this action.
	

	
	Department Head, CC
	Date


Approvals:  Approval levels are based on the total compensation (base and supplemental pay).

	Band I – 

Entry/Full Performance 
	Department Head’s Signature/Date

	Band II – 

Expert/Specialist
	Deputy/Associate Director’s Signature/Date

	Band III – 

Sr. Spec/Exec/Mgr
	Director’s Signature/Date


Submit the following to the Director, OHRM:

	 FORMCHECKBOX 
 Request for PHS Recruitment/Relocation Bonus Service Agreement, PHS-6340A


CCT42-3-10/3/01


